Maternal depression is an all-encompassing term for a spectrum of depressive conditions that can affect mothers (up to 12 months postpartum) and mothers-to-be. These depressive conditions include prenatal depression, postpartum depression, and postpartum psychosis. Maternal depression is increasingly recognized as a worldwide public health issue and can have a negative impact on an individual's life that is far reaching, affecting work, family and the health and development of the baby. [1] Approximately, 10-20% of women experience depression either during pregnancy or in the first 12 months postpartum. Maternal depression can lead to serious health risks for both the mother and infant, increasing the risk for costly complications during birth and causing long-lasting or even permanent effects on child development and well-being. Low-and middle-income countries (LAMICs) are home to more than 80% of the global population, but command <20% of the share of the mental health resources. [2] Worldwide depression affects 121 million people. At its most, severe depression can lead to suicide and is responsible for 850,000 deaths every year, and by 2020, depression will be the second leading cause of disability (World Health Organization [WHO], 2001) and by 2030; it is expected to be the largest contributor to disease burden. Depression is particularly common among women. Although, depression is the leading cause for both males and females, the burden of depression is 50% higher for females than males. [3] The most common mental health condition to affect perinatal women and mothers worldwide is depression. Strong evidence from LAMICs, using culturally-validated measures, indicates that depression in pregnancy and the postnatal period is at least as prevalent as in high income countries, if not more so. [4] The prevalence of maternal depression in LAMICs is estimated to be between 15% and 57%, respectively. Antenatal clinics can expect at least one in five pregnant women to experience mental health problems, especially depression and anxiety. [5] There is increasing evidence that common mental health problems, including depression and anxiety, are two to three times more prevalent among pregnant women and mothers of infants in resource constrained settings than in high-income countries. Depression is associated with substantially reduced quality-of-life and functional capacity for these women. [6] Depression remains under-detected and under-treated during prenatal care with potential sequelae persisting well beyond the perinatal period. Psychiatric disorders and substance use during pregnancy are associated with adverse outcomes for mothers and their offspring. Information about the epidemiology of these conditions in this population is lacking. [7] Maternal depression may be a major contributor to the burden of suicide, which is among the leading causes of death in young women of reproductive age. Depression during pregnancy may negatively influence social functioning and postnatal mental health of mothers. Antenatal depression is the strongest risk factor for postnatal depression and it increases in severity from the first to the second trimester, negatively affecting fetal development and neonatal outcome. [8] Commonly identified predictors of maternal common mental disorders in South Asia include low socio-economic status, lack of social support, adverse life events, disappointment with the sex of the baby and a bad relationship with a mother-in-law or partner. In India, estimates of maternal depression among women accessing antenatal care range from 11.9%-23%. [9] Low self-esteem, antenatal anxiety, low social support, negative cognitive style, major life events, low-income, and a history of abuse were the risk factors found to be strongly associated with antenatal depression. A recent meta-analysis found that life stress, lack of social support, and domestic violence were strongly associated with antenatal depression. [10] In Indian (and more broadly South Asian) context family and relationship problems, low social status accorded to women and girl infants have been implicated as key determinants for depression in pregnant women. Family male gender preference, unplanned pregnancy, a history of depression and feeling anxious in pregnancy were independently associated with an increased likelihood of depression, whilst support from family and friends, being satisfied with pregnancy and being multiparous were associated with a reduced likelihood of depression. [11] Maternal depression in the prenatal and postnatal periods predicts poorer growth and higher risk of preterm birth and low birth weight, infant under-nutrition and stunting and higher rates of diarrheal diseases and poorer cognitive development in children. Despite mounting evidence of the impact of maternal mental health on women and children, prevention, and treatment have been slow to enter into maternal and child health (MCH) programs as rightly described as the neglected "m" in MCH programs. [12] Mental health is closely linked to achieving the Millennium Development Goals of improving maternal health, reducing child mortality, promoting gender equality and empowering women, and reducing poverty. [7] The WHO's mental health Gap Action Program has recently produced evidence-based guidelines for the treatment of depression in the primary health care setting in LAMICs, including in the context of pregnancy and the postnatal period. [13] Universal screening of mothers during pregnancy is ideal, but may not be feasible and health workers or clinicians are likely to screen based on perceived risk factors. Maternal and infant health policies, a priority in low-income countries, must integrate maternal depression as a disorder of public health significance. Interventions should target mothers in the antenatal period and incorporate a strong gender-based component. [11] Routine antenatal and postpartum health services provide an opportunity for heightened and psychologically informed mental health care. Even in the poorest countries, there is some provision for antenatal, perinatal, postpartum, and infant health care and other primary health care services. Interventions to improve maternal mental health and related child survival, health and development can be integrated into these existing services. [7] There is increasing evidence from LAMICs that treatment for common mental disorders can be delivered by lay or community health workers, as well as by community groups. A recent trial from Pakistan showed that cognitive behavior therapy delivered by community health workers to depressed women in the third trimester of pregnancy reduced the incidence of major depression in the postpartum period, and such methods could be adapted for other community health workers in rural settings. [14] All resource-constrained countries need cross-sectoral approaches, not only the integration of mental health care into primary perinatal health care, but also strategies to reduce poverty and domestic violence and to promote equality of participation in education and income-generating occupations. The approach must be multistranded, including research, education, community-based interventions, health service development, health system strengthening, and social policy formation. [7] Early treatment of prenatal and postnatal depression (maternal depression) could benefit not only the mother's mental health, but also the infant's physical health and development.
Health plans play an important role in ensuring early identification of maternal depression and coordinating management of care following a diagnosis. Health plans have an opportunity to pinpoint those at highest risk by encouraging obstetricians, pediatricians, primary care physicians and other health care professionals to screen for maternal depression, raising awareness of maternal depression through patient education in maternity programs and offering access to nurse case management during pregnancy and the postpartum period.
Such simple interventions could have a substantial impact on the number of maternal depression diagnoses and would aid in the prevention of further complications and unnecessary costs. There are few studies conducted in the developing countries on sociodemographic and other predictors of maternal depression, which have a huge impact on MCH. It is essential that every country obtain local evidence concerning the problem and develop low-cost, nonstigmatizing, accessible interventions to address it. Taking into consideration the huge burden of the problem and with the available few research studies, there is a need to deal with all the missed opportunities in diagnosis and treatment of maternal depression with multipronged strategies and interventions to reduce its hidden burden.
